To the Editor-Several studies have identified clusters of severe fever with thrombocytopenic syndrome (SFTS) infections among family members and that appear to have been transmitted by human contact. [1] [2] [3] [4] [5] [6] In addition, possible transmission from the index patient with SFTS to healthcare workers (HCWs) has been reported. 1, 3, 7 Blood and body fluids were suggested as the possible transmission route. Therefore, strict adherence to routine blood and body fluid precautions is required when HCWs come into contact with any patient, especially anyone with suspected viral hemorrhagic fever or a tick-borne rickettsial disease. Herein we report the result of needle-stick injury to an HCW caused by a patient with a high viral load of SFTS.
A 62-year-old woman was admitted to Asan Medical Center with a 5-day fever, myalgia, and a headache (July 1, 2015). On her hospital day (HD) 6, her blood pressure decreased to 80/45 mm Hg and her condition rapidly declined, causing a need for mechanical ventilation. The patient was admitted to the intensive care unit. On HD 7, SFTS-associated encephalopathy was diagnosed from detection of SFTS virus (SFTSV) by real-time polymerase chain reaction assay (RT-PCR) from plasma and cerebrospinal fluid. On HD 12, a nurse who took care of the patient experienced needle-stick injury on her finger during blood sampling. The needle was filled with the patient's blood. The needle penetrated her left third finger skin with a notable amount of bleeding. The viral load of the patient was 1 × 10 5 on HD 13. Four days later (July 16, 2015), we checked her blood for SFTSV by RT-PCR and immunofluorescence assay titer for evaluation of possible SFTSV transmission, despite no development of symptoms, because there was a previous report of subclinical infection in 1 HCW who had contacted an index patient. 6 SFTSV was not found by RT-PCR and the total immunoglobulin G level for SFTSV immunofluorescence assay was less than 1:32. The HCW had not developed any symptoms 6 weeks after the needle-stick injury. Her convalescent serum drawn 1 month after the injury recheck (August 13, 2015) revealed SFTSV was not detected by RT-PCR and the total immunoglobulin G level for SFTSV immunofluorescence assay was less than 1:32.
Recently, viral hemorrhagic fevers, such as Ebola virus disease, have attracted renewed attention owing to the large Ebola virus disease outbreak in West Africa. 8 Therefore, nosocomial transmission to HCWs from patients with suspected viral hemorrhagic fever is of paramount importance. SFTSV is a third group within the genus phlebovirus, family Bunyaviridae, one of the 5 families causing viral hemorrhagic fever. 4 Interestingly, the overall transmission rate of SFTS in a previous study by our group 7 was 15%, which is comparable to the household transmission rate (16%) of Ebola virus disease in the absence of personal protective devices.
9 Therefore, it is theoretically possible that direct inoculation of blood that contains sufficient volumes of infectious SFTS can cause infection via needle-stick injury. Fortunately, SFTSV was not transmitted in our case despite the high viral load in the index patient's blood. However, the possible effects of needle-stick injury, such as Ebola virus disease transmission, deserve further scrutiny. 
